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Aortic Dissection ; Chest Radiograph-CT Correlation

Jeong Soo Suh
Department of Diagnostic Radiology, College of Medicine, Ewha Woman's University

Objective : To correlate findings of chest radiograph with those of CT scan in aortic dissection.

Method : We retrospectively analyzed findings of chest radiograph and CT scan of 10 aortic
dissection patients(four men and six women ; aged 5179 years old(mean 64 years)) and
correlate findings of chest radiograph with those of CT scan.

Results : Chest radiograph showed abnormal findings in nine cases(90%) with widening of
superior mediastinum in nine(90%), disparity in size of ascending and descending aorta in four
(40%), change in aortic configuration between successive examination in three(30%), bilateral
pleural effusion in one(10%), and cardiomegaly in five(50%). CT scan showed atherosclerotic
aneurysm in all cases(100%) with displacement of intimal calcification in six(60%), bilateral pleural
effusion in two(20%), pericardial effusion in one(10%), and mediastinal hematoma in two(20%).
All patients with widening of superior mediastinum on chest radiograph showed aneurysm of
ascending aorta and/or aortic arch on CT scan.

Conclusion : Chest radiograph is usually abnormal and the most common finding is widening
of superior mediastinum caused by aneurysm of ascending aorta and/or aortic arch. But normal
chest radiograph may be observed in aortic dissection with mild degree aneurysm.

KEY WORDS : Aorta - CT aorta - Dissection.
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Fig. 1. 56-year-old woman with Stanford type
A aortic dissection. A : Chest radiogra-
ph obtained 2 years ago shows cardio-
megaly and prominency of aortic arch.
B : Chest radiograph obtained when she
was admitted to emergency room due
to chest pain shows newly appeared
widening of the superior mediastinum
as compared with that obtained 2 yea-
rs ago. C : Contrast-enhanced CT scan
(10mm-slice thickness, 10mm interval)
obtained at subcarinal level shows ane-
urysmal dilatation and intimal flap of as-
cending and descending aorta(arrows).
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Fig. 2. 51-year-old man with Stanford type B aortic disse-
ction. Chest radiograph shows widening of the left
superior mediastinum and disparity in size of asc-
ending and descending aorta.

Table 1. Findings on chest radiograph

Chest radiograph

(N=10)
Widening of superior mediastinum 9(90%)
Disparity i'n size of ascending and 4(40%)
descending aorta
Change in aortic cpnﬁguratif)n . 3(30%)
between successive examination
Displacement of a calcified plaque 0(.0%)
Pleural effusion 1(10%)
Left 1(10%)
Right 1(10%)
Cardiomegaly 5(50%)
Normal chest radiograph 1(10%)

d1(20%), AdaEe] 194(10%). 4% EF ol 29
(20% )14 T&%ﬂﬁiq(Table 2).
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Fig. 3. 59-year-old woman with Stanford type A aortic di-
ssection. A : Chest radiograph shows mild cardiom-
egaly with slight prominency of aortic arch. B : Co-
ntrast-enhanced CT scan obtained at aortic arch le-
vel shows displaced calcified intimal flap(arrows)in
aortic arch. Mild aneurysmal dilatation of ascend-
ing aorta was observed in another section.

Table 2. Findings on CT scan

CT(N=10)

Atherosclerotic aneurysm 10(100%)
Ascending aorta 7{ 70%}
Arch 6( 60%)
Descending aorta 6( 60%)
Displacement of intimal calcification 6( 60%)
Pleural effusion 2( 20%)
Left 2( 20%)
Right 2( 20%)
Pericardial effusion 1( 10%)
Mediastinal hematoma 2( 20%)
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